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ABSTRACT
Background: To assess whether monthly home visits
from trained volunteers could improve infant feeding
practices at age 12 months, a randomised controlled trial
was carried out in two disadvantaged inner city London
boroughs.
Methods: Women attending baby clinics with their
infants (312) were randomised to receive monthly home
visits from trained volunteers over a 9-month period
(intervention group) or standard professional care only
(control group). The primary outcome was vitamin C
intakes from fruit. Secondary outcomes included selected
macro and micro-nutrients, infant feeding habits, supine
length and weight. Data were collected at baseline when
infants were aged approximately 10 weeks, and subse-
quently when the child was 12 and 18 months old.
Results: Two-hundred and twelve women (68%)
completed the trial. At both follow-up points no significant
differences were found between the groups for vitamin C
intakes from fruit or other nutrients. At first follow-up,
however, infants in the intervention group were
significantly less likely to be given goats’ or soya milks,
and were more likely to have three solid meals per day. At
the second follow-up, intervention group children were
significantly less likely to be still using a bottle. At both
follow-up points, intervention group children also con-
sumed significantly more specific fruit and vegetables.
Conclusions: Home visits from trained volunteers had no
significant effect on nutrient intakes but did promote
some other recommended infant feeding practices.
Trial registration: Current Controlled Trials
ISRCTN55500035
Nutrition in early life is a key determinant of
growth, development and health status, both in
childhood and later adult life.1 2 Current UK
recommendations advise all mothers to exclusively
breastfeed for 6 months, and to delay introducing
solids until at least 6 months.3–5 Data from
national surveys show that infant feeding practices
in the UK are, however, highly variable.6 7 The 2005
Infant Feeding Survey indicated some encouraging
trends with 76% of mothers across the UK
initiating breastfeeding. However, rates fell steeply
after a few weeks and less than 1% of mothers
were exclusively breastfeeding at 6 months.6 Stark
social inequalities were evident, with breastfeeding
rates highest amongst older, middle-class and
educated mothers. The 2005 survey also reported
that 51% of mothers had introduced solids by
4 months and only 2% had delayed introducing
solids until 6 months. Mothers giving solids when
babies were 4–6 months were more likely to
provide commercially prepared foods (85%) than
home prepared (51%), and only 46% had given
fruit.6
A substantial body of research has evaluated
interventions aimed at increasing the initiation,
and to lesser extent, the duration of breastfeed-
ing.8 9 In contrast, very few well-designed studies
have evaluated interventions focusing on the later
stages of infant feeding beyond breastfeeding.10
Recent National Institute of Health and Clinical
Excellence (NICE) guidance has highlighted the
paucity of studies on complementary (weaning)
feeding practices.5 A small randomised trial eval-
uated the effect of a prenatal nutrition education
intervention targeted at Asian women in east
London. When the children were 1 year old, no
effect was found on biochemical indices of their
nutrient status.11 A larger US randomised trial
successfully delayed the first introduction of solid
foods through the provision of postnatal breast-
feeding counselling, and by changing the contents
of hospital discharge packs.12 A Finnish randomised
trial assessed the effect of intensive individual
dietary counselling on infants’ fat consumption.13
The intervention had no effect on growth or daily
energy intake, but did lower the percentage energy
from fat, cholesterol levels and the polyunsatu-
rated/saturated fat ratio. Two other trials in the
midlands and north of England evaluated the effect
of weaning advice from health visitors on increas-
ing iron-rich foods and vitamin C to prevent
anaemia in samples of lower income ethnic
minority women.14 15 Neither study reported sig-
nificant differences between intervention and
control groups in the range of outcomes assessed.
A non-randomised study in the north-east of
England showed that participant-centred health
education increased the use of home-cooked foods
in a sample of mothers with infants aged 7–
9 months.16 Encouraging results have been
achieved through a social support intervention.
An Irish randomised trial examined the effective-
ness of monthly home visits during the first year of
a child’s life by non-professional community
mothers.17 The intervention focused on developing
general parenting skills in a sample of first-time
mothers living in a deprived area of Dublin.
Significant nutritional, health and educational
benefits were demonstrated at post intervention.
A 7-year follow-up showed that the programme
had sustained beneficial effects on parenting skills
and maternal self-esteem.18
Based on the approach adopted in the
Community Mothers Programme17 and the evi-
dence of the effectiveness of peer support on
breastfeeding practices,8 we developed a social
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support intervention specifically designed to promote recom-
mended infant feeding practices in a sample of mothers living in
a disadvantaged inner city area. The aim was to ascertain
whether monthly home visits from trained volunteers could
improve infant feeding practices and, in particular, increase
infants daily vitamin C intakes from fruit consumption at
12 months in a lower income sample.
METHODS
Participants
The study was conducted in the inner London boroughs of
Camden and Islington, the fifteenth and fourth most deprived
boroughs, respectively, in the UK.19 Women were recruited from
December 2002 to February 2004 at baby clinics located in the
more disadvantaged neighbourhoods across Camden and
Islington where Surestart (a national social welfare initiative
targeting families with young children) programmes existed.20 A
standardised technique was used to approach new mothers
attending the baby clinics. An overview of the study was given
and randomisation explained. If the women were interested, a
short screening questionnaire was then used to assess their
eligibility. The inclusion criteria for the study included: women
from Registrar General occupational classes II–V (non-profes-
sional); babies born >37 weeks; babies’ birth weight above
2500 g; singletons; women able to understand written and
spoken English; and resident in the study area. Participants were
excluded if: women were under 17 years old; infants were
diagnosed with a serious medical condition or were on special
diets; infants were aged over 12 weeks; women or their partners
were from social class I (professional). Originally, the intention
was to restrict the sample to first-time mothers only. However,
major difficulties were encountered in recruiting sufficient
numbers of first-time mothers over the initial 12 weeks of the
recruitment period. The inclusion criteria was therefore changed
to include all new mothers. Eligible women were subsequently
contacted and arrangements agreed for a researcher to attend to
gain consent and gather baseline data.
Women recruited were then randomly allocated to the
intervention or control groups. A random allocation schedule
was prepared in advance using random digit computer tables.
Following recruitment, women were allocated a sequential
identification number and simple randomisation was used to
allocate them to either intervention or control group. The study
administrator was responsible for the randomisation process. As
a result, those responsible for recruiting and assessing outcomes
were all masked to group assignment. Ethical approval for the
study was granted by the Local Research Committee of the
Camden and Islington Community Health Services NHS Trust.
All participants provided written informed consent.
Intervention
The intervention was based upon a social support theoretical
model21 and consisted of the offer of practical and non-
judgemental support and advice on infant feeding practices, in
particular complementary feeding, provided by trained volun-
teers. The intervention adopted a holistic approach to infant
nutrition and was designed to empower the women to follow
current guidance on the later stages of infant feeding practices,
in particular when to introduce solids, the types of foods and
drinks to give a child with emphasis on the importance of fruit
and vegetables, and when to stop using a feeding bottle.3 4 A
group of local mothers were recruited and trained to provide the
support in a 12-session programme delivered over a 4-week
period.22 Once trained and relevant police and safety checks
undertaken, the volunteers were matched to women in the
intervention group. Monthly home visits were then offered
from when the baby was about 3 months old until their first
birthday. Volunteers were encouraged to provide very practical
support and to offer a listening ear to the mother’s concerns and
worries about infant feeding. The support offered by the
volunteers was designed to complement the advice and support
offered by health professionals. Women in the control group
only received standard professional support from health visitors
and GPs.
Outcome measures
The primary outcome measure was vitamin C from fruit at
12 months. This was selected as fruit consumption is very low
amongst young children and marked inequalities are found.5 23
The secondary outcomes were: selected macro and micro-
nutrients; infant feeding habits; fruit and vegetable consump-
tion; and supine length and weight. In addition, the mother’s
consumption of fruit and vegetables, and nutritional knowledge
and confidence were also assessed.
The primary outcome, daily vitamin C intake from fruit, was
used to determine the sample size. Data from the National Diet
and Nutrition Survey23 showed that at 18 months, children
from manual households consumed 6.2 mg vitamin C from
fruit. It was predicted that the intervention group would
increase their vitamin C intake from fruit to 12.6 mg (SD 11.6),
equivalent to two additional pieces of fruit being consumed
each day. To have a 90% chance of detecting this 6.4 mg
difference at a 0.05 level of significance, 87 participants were
needed in the intervention and control groups at final follow-
up.24 Based upon a predicted 40% loss to final follow-up, it was
estimated that, in total, 318 participants would be required.
Data were collected at baseline when the infants were
10 weeks old, and at two subsequent follow-ups when the
children were aged 12 and 18 months respectively. The 24-hour
multiple pass recall method was used to collect nutritional data.
This is a very detailed and systematic method to assess
nutritional intakes. The validity, reliability and acceptability
of this method has been demonstrated in a low income
population,25 and the method was used in the recently published
Low Income Diet and Nutrition Survey.26 Interviews with
mothers were used to collect the other outcome data. The
children’s weight was measured using calibrated Soehnle
quantratonic scales and supine length was measured with a
portable rollameter. In addition, a validated 14-item food
frequency questionnaire was used to assess the mothers’
consumption of fruit and vegetables.27 An extensive quality
assurance system was instigated to ensure the data quality
throughout the duration of the study.
Statistical analysis
Analysis was carried out on an intention to treat basis. At both
follow-ups outcomes were compared between the intervention
and control groups. For the continuous outcomes the two
groups were compared by two-sample t-tests. Where contin-
uous variables exhibited non-normal distributions, the p value
from the Mann-Whitney U-test was also calculated. Mean
differences (treatment mean – control mean) with 95%
confidence intervals (CI) are quoted. For categorical data, x2
tests and, where the number in at least one cell of the 262 table
was small (less than five cases), Fisher’s Exact test, were used.
The results were expressed as relative risks (RR) with 95% CI.
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The p values are two-sided and statistical significance was
defined at the 5% level. Analyses were carried out using SPSS
(version 13).
RESULTS
In total, 312 women were recruited into the study from December
2002 to February 2004. This represented 82% of the 381 women
who were approached and deemed eligible for participation in the
study (figure 1). Those women who were eligible, but declined,
were similar in terms of their age, parity, education and social
class to women who participated in the study. The main reasons
for declining were women being too busy, experiencing health
problems, or they expressed a lack of willingness to accept
volunteer home visits. Sixty-two per cent of the sample were first-
time mothers and 50% described themselves as being from an
ethnic minority group. The mean age of mothers at the birth of
the index child was 30 years. The infants’ mean age was 10 weeks.
Overall, the sample was relatively disadvantaged with 28% being
lone parents, 57% living in social housing and 33% receiving
income support/jobseekers allowance. The women in both
intervention and control groups were similar in terms of baseline
socio-demographic, infant feeding and nutritional variables
(table 1). Overall, response rates at the two follow-up points
were 77% and 68%, and this was evenly balanced for the
intervention and control groups.
Twenty-seven volunteers successfully completed their train-
ing and were matched with women in the intervention group.
The matching process required careful consideration of the
needs and circumstances of both parties. Home-based support
was offered over a 9-month period until the infants were
12 months old. In total, 758 home visits were made, and the
mean length of each visit was 60 minutes, excluding travel time.
On average each woman in the intervention group received five
volunteer home visits (range one to ten). A small number of
women were also contacted by telephone when home visits
were not possible.
At the first follow-up, 239 women (77%) were interviewed
and the mean age of the child was 12 months and 3 weeks. No
significant difference was found between the intervention and
control groups for the primary outcome, vitamin C from fruit,
where the estimated mean difference was 21.4 mg (95% CI
26.6 to 3.8, p = 0.59). The Mann-Whitney test was also non-
significant (p = 0.9). There were no significant differences for
the other macro- and micro-nutrients assessed (table 2). When
infants taking nutritional supplements or who were sick during
the data collection period were excluded in the nutritional
analysis, again no differences were found. Infants in the
intervention group were 0.4 kg (95% CI 0.1 to 0.7) heavier
than those in the control group (p = 0.05). No significant
differences were found in the duration of exclusive breastfeed-
ing between the groups or the timing of the introduction of
solid foods (table 3). However, significant differences were
found in relation to certain feeding practices. Infants in the
intervention group were significantly less likely to be given
goats’ or soya milks and were more likely to be eating three solid
meals per day compared to infants in the control group. Infants
in the intervention group were also 10% more likely to consume
apples more than once a week, 40% more likely to consume
pears, 20% more likely to consume boiled potatoes, and 10%
more likely to consume carrots than those in the control group.
The intervention did not have any significant effect on the
mother’s consumption of fruit and vegetables, or their nutri-
tional knowledge and confidence in following recommendations
on how to feed their babies (table 3).
At the final follow-up, 212 women (68%) were interviewed
and the mean age of the child was 18 months and 2 weeks. No
significant differences were found for vitamin C from fruit,
where the estimated mean difference was 21.5 g (95% CI 26.5
Figure 1 CONSORT flow chart of
participants.
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to 3.6 p = 0.56). There were no significant differences for other
macro- and micro-nutrients assessed (table 4). The weights and
heights were also similar between intervention and control
groups. Certain feeding practices were, however, significantly
different. Children in the intervention group (57%) were
significantly less likely to be still using a bottle than those in
the control group (74%) (table 5). No significant differences
were found in terms of their consumption of cows milk or
squash (cordial) drinks. However, children in the intervention
group were 30% more likely to consume pears more than once a
week, 10% more likely to consume potatoes and 60% more
likely to consume chips than those in the control group.
Significant positive differences were seen for mothers’ nutri-
tional knowledge on when bottle use should be discouraged, but
there was no effect on the mothers’ consumption of fruit and
vegetables.
DISCUSSION
In this study conducted with a relatively disadvantaged sample,
it has been shown that home visits by trained volunteers had no
significant effect on vitamin C intakes and other macro- and
micro-nutrients between the intervention and control groups at
either follow-up. The intervention did, however, have an effect
on other feeding practices. At the first follow-up when the
infant was 12 months old, mothers who had been visited by a
volunteer were more likely to give their child certain fruits and
vegetables, and were less likely to give goats’ or soya milk.
Infants in the intervention group were also more likely to be
having three solid meals each day. At the final follow-up,
children in the intervention group were still consuming more of
certain items of fruit and vegetables, and were less likely to be
still using a bottle. These practices are all broadly in line with
current infant feeding recommendations.4 5 The intervention
group did, however, increase their consumption of chips, which
may have been due to some confusion over whether chips were
considered a vegetable. The intervention did not, however, have
any significant effect on the duration of breastfeeding, or the
timing of introducing solid foods.
Findings from systematic reviews indicate that social support
has a beneficial effect in promoting the duration of exclu-
sive breastfeeding.7 8 Social support interventions have also
Table 1 Baseline characteristics of sample by trial arm
Intervention (n = 157) Control (n = 155)
First baby 98 (62) 94 (61)
Ethnicity: white 79 (50) 77 (50)
Lone parent 47 (30) 39 (25)
Mother’s age at birth of index child (years) mean (SD) 29.3 (6) 31 (6.2)
Infant’s age at baseline (weeks) mean (SD) 10 (2) 10.2 (2.3)
Household receives income support/jobseekers allowance 52 (33) 51 (33)
Mother left full time education ,16 years 39 (25) 33 (21)
Social housing 95 (60) 83 (54)
Exclusive breastfeeding 62 (39) 71 (46)
Problems with feeding since birth 74 (47) 81 (53)
Energy (kcal) mean (SD) 712.9 (205.5) 688.7 (187.6)
Protein (g) mean (SD) 14.3 (3.7) 13.7 (3.2)
Fat (g) mean (SD) 40.7 (13) 39.4 (11.8)
Carbohydrate (g) mean (SD) 75.9 (21) 73.1 (19)
Vitamin C (mg) mean (SD) 59 (19) 56 (16.7)
Infants mean weight mean (kg) (SD) 5.5 (0.7) 5.5 (0.7)
Infants supine mean length mean (cm) (SD) 60.1 (2.8) 60.1 (2.6)
Mothers consumption of five or more portions of fruit/veg. per day 68 (43) 66 (43)
Values are numbers (percentages) unless stated otherwise.
Table 2 Nutritional and anthropometric outcomes at first follow-up (child 12 months old)
Intervention Control Difference in means
p ValueN Mean SD N Mean SD 95% CI
Vitamin C from all fruit (mg) 115 17.2 18.3 123 18.6 22.1 21.4 (26.6 to 3.8) 0.59*
Energy (kcal) 115 1028 303 123 1008 276 20 (254 to 94) 0.60
Protein (g) 115 39.5 14.2 123 37.7 13 1.8 (21.7 to 5.3) 0.31
Fat (g) 115 43.9 14.2 123 42.7 14.3 1.2 (22.4 to 4.8) 0.51
Carbohydrate (g) 115 129.8 40.7 123 126.4 35.9 3.4 (6.5 to 13.2) 0.50
Total sugars (g) 115 69.0 28.2 123 67.2 24.6 1.8 (25.0 to 8.6) 0.60
NMES{ (g) 115 17.8 18.8 123 16.9 13.9 0.8 (23.5 to 5.0) 0.70
Calcium (mg) 115 844 370 123 813 317 31 (257 to 119) 0.48
Iron (mg) 115 7.7 3.7 123 7.9 4.5 20.2 (21.2 to 0.9) 0.72
Vitamin A (mg) 115 747 290 123 814 474 266 (2166 to 33) 0.19
Vitamin D (mg) 115 3.0 3.4 123 3.5 3.3 20.5 (21.3 to 0.4) 0.27
Vitamin E (mg) 115 4.4 2.5 123 4.6 2.1 20.1 (20.7 to 0.5) 0.67
Weight (kg) 110 10.3 1.2 121 9.9 1.15 0.4 (0.1 to 0.7) 0.05
Length (cm) 110 78.4 3.0 120 77.8 2.89 0.66 (20.1 to 1.4) 0.16
*Mann-Whitney test: p = 0.9
{Non-milk extrinsic sugars
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demonstrated positive findings in relation to increasing fruit
and vegetable consumption amongst socially disadvantaged
adult populations in the US.28 29 Few high-quality studies have
gone beyond breastfeeding onto the complementary and more
established feeding periods, and the overall results have been
disappointing.5 10 Interventions delivered by health professionals
have had limited effect on later infant feeding practices,
especially amongst socially disadvantaged women.11–16 This
well-designed study, however, with a social support interven-
tion targeting lower income mothers did have a significant
influence on a range of infant feeding outcomes. For example,
increasing consumption of fruits and vegetables, eating family
meals and stopping the use of bottles at the 18-month stage are
all positive outcomes with important potential longer term
health and developmental benefits. Experimental studies
with infants and young children have shown that exposure to
foods affects their acceptability and consumption.30 31 This
intervention had no effect on vitamin C intake, the primary
outcome, or other nutrients. However, at each stage of the trial
nutrient intakes for both the intervention and control groups
were in line with Reference Nutrient Intakes (RNI). It is not
surprising that the intervention failed to have any effect on the
duration of breastfeeding as the home visits only started when
the child was 3 months old, by which time decisions on
breastfeeding had already been made. However, it was
disappointing that the timing of introducing solid foods was
not influenced by the intervention as this was one of the main
issues discussed at the home visits. Other studies have shown
that weaning practices are ‘baby-led’, in that the mother’s
decision on when to introduce solids is largely determined by
the infant’s physical characteristics and behavioural actions, and
indeed may be in conflict with health professionals’ advice.32 33
The strengths of this study are the randomised design, the
allocation was well concealed and an intention to treat analysis
Table 3 Feeding practices and mothers’ outcomes at first follow-up (child 12 months old)
Intervention Control Risk ratio Pearson’s
N n (%) N n (%) 95% CI x2
Feeding practices (yes vs. no)
Exclusive breastmilk duration for ,4 months 70 34 (48) 76 40 (53) 0.9 (0.7 to 1.3) 0.62
Cows’ milk (any type) as main drink 115 48 (42) 124 45 (36) 1.2 (0.8 to 1.6) 0.39
Goats’ or soya milk as main drink 115 1 (1) 124 8 (6) 1.0 (0.9 to 1.1) 0.04*
Introduction of solids at 4–6 months 115 69 (60) 124 76 (61) 1.0 (0.9 to 1.2) 0.8
Currently always eats same food as rest of family 115 27 (23) 124 17 (14) 1.7 (1.0 to 3.0) 0.05
Having three solid meals per day 115 113 (98) 124 114 (92) 0.2 (0.0 to 1.0) 0.04*
Fruit and vegetable consumption more than 1/week
Bananas 105 88 (84) 114 101 (89) 0.9 (0.9 to 1.1) 0.30
Apples 106 95 (90) 115 91 (79) 1.1 (1.0 to 1.3) 0.03
Pears 107 76 (71) 115 58 (50) 1.4 (1.1 to 1.8) 0.002
Chips 107 23 (22) 116 19 (16) 1.3 (0.8 to 2.3) 0.33
Boiled potatoes 105 86 (82) 114 77 (68) 1.2 (1.0 to 1.4) 0.02
Carrots 107 101 (94) 116 99 (85) 1.1 (1.0 to 1.2) 0.03
Leafy green vegetables 107 100 (94) 116 105 (91) 1.0 (1.0 to 1.1) 0.42
Mothers’ outcomes
If mother had >five fruit/veg. per day 114 48 (42) 124 50 (40) 1.0 (0.8 to 1.4) 0.78
Mother confident she knows what the health
professionals are recommending to feed her infant
115 105 (91) 124 104 (84) 1.1 (1.0 to 1.2) 0.08
Mother confident she knows what foods are good for her
infant
115 114 (99) 124 120 (97) 1.0 (1.0 to 1.1) 0.20
*Fisher’s Exact test.
Table 4 Nutritional and anthropometric outcomes at final follow-up (child 18 months old)
Intervention Control Difference in means
p ValueN Mean SD N Mean SD 95% CI
Vitamin C from all fruit (mg) 104 19.9 19.3 108 21.4 18.0 21.5 (26.5 to 3.6) 0.56*
Energy (kcal) 104 1175 282 108 1202 324 227.7 (219.8 to 54.4) 0.50
Protein (g) 104 45.7 13.6 108 44.6 12.1 1.2 (22.3 to 4.7) 0.50
Fat (g) 104 47.2 13.6 108 48.1 13.8 20.9 (24.6 to 2.8) 0.62
Carbohydrate (g) 104 151.5 47.3 108 156.8 61.1 25.2 (220 to 9.5) 0.48
Total sugars (g) 104 85.0 40.5 108 89.8 51.9 24.8 (217.4 to 7.8) 0.45
NMES{ (g) 104 34.9 49.2 108 37.0 49.5 22.7 (216 to 10.7) 0.33
Calcium (mg) 104 883 359 108 888 294 26 (294 to 84) 0.90
Iron (mg) 104 6.8 2.8 108 7.9 5.4 21.1 (22.3 to 0.1) 0.06
Vitamin A (mg) 104 641 246 108 694 453 252 (2152 to 46) 0.29
Vitamin D (mg) 104 1.8 2.6 108 1.9 2.9 20.1 (20.9 to 0.6) 0.72
Vitamin E (mg) 104 4.0 1.9 108 4.0 2.0 0.0 (20.6 to 0.5) 0.93
Weight (kg) 103 11.6 1.3 108 11.3 1.4 0.3 (20.1 to 0.6) 0.12
Length (cm) 103 84.2 3.3 108 84 3.5 0.2 (20.7 to 1.1) 0.67
*Mann-Whitney test: p = 0.36.
{Non-milk extrinsic sugars.
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was carried out. Also, refusal to participate and loss to follow-
ups were acceptable providing sufficient numbers to achieve the
power to show differences in this trial. The recruitment,
training and retention of volunteers meant that the social
support offered to women was successfully implemented. A
separate process evaluation indicated a high level of satisfaction
from the women who received the home visits.34 Inevitably, the
study had certain weaknesses. Originally, the study intended to
only recruit first-time mothers who were considered most likely
to benefit from the planned intervention. However, problems
were encountered in recruiting sufficient numbers of eligible
women. As such, the inclusion criteria were modified to include
all new mothers. In the end, 62% of the women recruited were
first-time mothers. Also, although attempts were made to
recruit younger women, the mean age of those recruited was 30
years. If the sample had consisted of a higher proportion of
younger, first-time mothers, the impact of the intervention may
have been greater. Evidence indicates that social support
interventions are most effective when the volunteers and those
they are supporting are similar in background.21 Although all the
volunteers were local women and mothers themselves from a
similar social background to the women they visited, the
volunteers were on average 6 years older. Attempts were made
to recruit younger volunteers but this was not successful,
possibly due to the level of commitment required. The
intervention consisted of monthly home visits, or when this
was not possible, telephone contact was made. Feedback from
participants indicated that the offer of group support and a
more flexible style of approach would have been welcomed.34
For example, women may have benefited more, if more frequent
visits had been offered at important periods when particular
weaning problems were occurring. Finally, the women recruited
into the trial although from a broadly disadvantaged back-
ground may not be representative of the general population. At
baseline, a higher proportion of the women recruited were still
breastfeeding compared to UK national average and vitamin C
intakes were also higher than expected at both follow-ups.
However, very few high-quality and up to date data exist on
nutrient intakes on infants and young children, making it
difficult to compare our nutrient results with any ‘gold
standard’. The sample recruited may have been more interested
and committed to following infant feeding recommendations
than the general population. This would certainly reduce the
potential impact of the intervention as the control group would
be already highly motivated and enthusiastic about infant
feeding. The generalisability of our findings may also be affected
by the selective nature of the study sample.
Infant feeding practices have a major impact on the
development, growth and health status of young children. It
has been shown that the provision of non-judgemental and
practical support from trained volunteers has achieved a range
of positive feeding outcomes in a socially disadvantaged sample.
Social support interventions that focus on feeding practices may
therefore have an important role in reducing inequalities in child
health. Further research is needed to determine whether
different models of social support might provide greater impact
on infant feeding practices, for example individual versus group
support; timing of when to commence visits; home visits versus
telephone support; and frequency of visits. Additionally, social
support alone may be insufficient to tackle the wide range of
factors that influence infant feeding practices. We recommend
that further work is needed to assess how a social support
Table 5 Feeding practices and mothers’ outcomes at final follow-up (child 18 months old)
Intervention Control Risk ratio Pearson’s
N n (%) N n (%) 95% CI x2
Feeding practices (yes vs. no)
Cows’ milk (full-fat) as main drink 104 65 (63) 108 67 (62) 1.1 (0.8 to 1.2) 0.95
Does not drink squash (Ribena) or other cordial drinks 104 25 (24) 108 33 (31) 0.8 (0.6 to 1.2) 0.29
No longer using a bottle 104 43 (41) 108 26 (24) 1.7 (1.2 to 2.6) 0.007
Fruit and vegetable consumption more than 1/week
Bananas 102 91 (89) 104 97 (93) 1.0 (0.9 to 1.0) 0.30
Apples 103 90 (87) 105 87 (83) 1.1 (0.9 to 1.2) 0.36
Pears 103 66 (64) 105 52 (50) 1.3 (1.0 to 1.7) 0.03
Chips 103 37 (36) 105 23 (22) 1.6 (1.1 to 2.6) 0.03
Other potatoes 103 94 (91) 105 86 (82) 1.1 (1.0 to 1.2) 0.04
Carrots 103 88 (85) 105 84 (80) 1.1 (0.9 to 1.2) 0.30
Leafy green vegetables 103 91 (88) 105 86 (82) 1.1 (1.0 to 1.2) 0.19
Mothers’ outcomes
If mother had >five fruit/veg. per day 104 43 (43) 108 46 (43) 1.0 (0.7 to 1.3) 0.90
Mother knew bottlefeeding should be discouraged from the age of
12 months of age
104 74 (71) 108 62 (57) 1.2 (1.0 to 1.5) 0.04
Mothers confident on health professionals recommendations on child
feeding
104 99 (95) 108 95 (88) 1.1 (1.0 to 1.2) 0.09
What is already known on this subject
c Nutrition in early life is an important determinant of health,
both in childhood and later adult life.
c Stark inequalities exist in infant feeding practices in the UK.
c Few well-designed interventions have focused on later stages
of infant feeding beyond breastfeeding.
What this study adds
c This social support intervention targeting lower income
mothers failed to increase vitamin C intakes in children aged
12 and 18 months.
c The intervention did, however, have a significant effect on
other important feeding practices.
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intervention could be embedded within a multifaceted strategy
that aims to address the broader determinants of infant feeding.
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